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LETTERS TO THE EDITOR
Particular Systolic Time Interval Profile
Encountered in Patients With Atrial
Septal Defect
Boudoulas et al. recently reported on respiratory variation in sys-
tolic and diastolic time intervals in atrial septal defect ( I). As they
stated, alterations in diastolic time intervals are most likely sec-
ondary to minimal changes in heart rate and to those occurring to
the systolic time intervals, which are by far the most informative.
In their introduction, they noted: "We postulated ... that an atrial
septal defect may significantly alter right heart-left heart temporal
interrelationships." In fact, in relation to systolic time intervals
several teams have already reported such alterations in atrial septal
defect, first on the left side (2), under respiration (3). a finding
that was later confirmed by Wanderman et al. (4). The right side
was also explored in patients with atrial septal defect by Tsuda et
al. (5). In 1984, our team proposed an approach to quantitate the
atrial shunt using the so-called haemodynamic ratio related be-
tween both sides (6), since multifactorial statistic analysis had
previously shown that it was the most discriminant variable be-
tween normal subjects and patients with atrial septal defect. The
use of this ratio substantially improved the value of the correlation
coefficient related to the magnitude of the shunt, and this method,
although less accurate than that using direct Doppler flow mea-
surement ratios, appeared to be an alternative procedure when the
latter are not applicable. Finally, the report of Boudoulas et al.
represents an original contribution to the study of diastolic time
intervals, complementing previous interesting works of this team.
In relation to systolic time intervals, it appears to be an elegant
confirmation, based on simultaneous traces, of previous nonin-
vasive studies rather than the resulting study of a fruitful "pos-
tulate"
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Reply
We appreciate Veyrat's interest in our article and the comments
made on systolic time intervals in patients with atrial septal defect.
The work of our French colleagues is well known to us because
of our interest in graphic techniques and systolic time intervals.
Systolic time intervals were introduced in clinical practiceby Weis-
sler et al. (l,2) from the Ohio State University and right and left
ventricular time intervals in humans with a pulmonary artery in-
tracardiac manometer combined with an external carotid pulse
tracing were demonstrated in patients with atrial septal defects in
a study from our group (3).
Our purpose was not to duplicate many publications related to
systolic time intervals and atrial septal defect, but to establish the
normal respiratory left ventricular-right ventricular interrelations
and to use these interrelations as a basis for comparison with
findings, in patients with atrial septal defect or other disease states,
or both. For these reasons, many publications, including our own
related to systolic time intervals and atrial septal defect (3), were
not included in bibliography.
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Incidence and Management of Limb Ischemia
With Percutaneous Wire-Guided Intraaortic
Balloon Catheters
Alderman et al. (I) recently wrote concerning the incidence of
management of leg ischemia following insertion of intraaortic bal-
loon catheters.
We also have experienced obstruction of the catheter device of
the iliac and femoral artery on the side of which the catheter was
placed and have managed to recently keep the balloon pump cath-
etcr in place despite initial obstruction of the passagewaysufficient
to cause ischemia of the limb distally.
This technique is simply to withdrawthe sheathcatheter through
which the balloon pump catheter was initially placed. One can
visually inspect the sheath and balloon pump outside of the body
and see that there is a small passageway that does exist between
the shaft of the balloon catheter and the sheath introducerset itself.
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One can simply cut the stitches that hold the sheath device in place
and either cut the sheath in such a way as to not damage the
balloon pump catheter within it or slide the sheath back out of the
artery entry site. In either case, one is leaving a less obstructing
device within the femoral and iliac artery. This small increase in
distance between the balloon pump catheter and the native lumen
of the femoral artery and iliac artery has been sufficient in our
recent cases to reestablish a pulse distally in the limb and to avoid
having to remove the entire balloon pump. which of course is
critical in patients who are dependent upon it for a satisfactory
blood pressure.
ROGER W. EVANS, MD, FACP, FACC
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Coronary Angioplasty and Balloon Aortic
Valvuloplasty in a High Risk Group of
Patients: A Promising Approach
The report of Cribier et al. ( I) on balloon valvuloplasty of adult
aortic stenosis was very important because their results demon-
strated the feasibility of this approach in a high risk group of
patients for valve replacement. Dash (2) made some important
comments about that report ( I) and we would like to point out
that " palliation with balloon valvuloplasty does not alter the poor
prognosis when associated with multivessel coronary disease" (2).
We had the opportunity to report in our first three cases with
calcific aortic stenosis and balloon valvuloplasty that a 70 year old
woman had an associated and successful coronary angioplasty (left
circumflex artery) at the same session (3).
We have performed 18 balloon valvuloplasties for patients with
calcific aortic stenosis since October 1986. One of these patients.
an 84 year old woman with rest angina despite medical treatment.
had clinical and echocardiographic diagnosis of calcific aortic ste-
nosis. She was referred to cardiac catheterization and possible
balloon valvuloplasty. The systolic gradient was n mm Hg and
the aortic valve was calcific but no regurgitation was present.
Coronary angiography showed I) a 40% stenosis in the left main
coronary artery: 2) a 90% segmental stenosis in the proximal por-
tion of the left anterior descending coronary artery before the first
diagonal branch (important branch) and total occlusion after it with
collateral circulation: 3) a 90% segmental stenosis in the proximal
portion of the left circumflex coronary artery: and 4) a 90% con-
centric stenosis in the proximal portion of the right coronary artery.
The left ventricular ejection fraction was 0.64. At the same session.
balloon valvuloplasty (15 mm balloon) was successfully performed
(the residual gradient was 20 mm Hg and there was no regurgi-
tation) and followed by successful coronary angioplasty in the
proximal stenosis of the left anterior descending coronary artery
and in the right coronary artery. The procedure was performed
through the right brachial artery. The patient has been totally
asymptomatic during a follow-up period of 3 months.
In summary, balloon aortic valvuloplasty plus coronary angio-
plasty is a feasible approach and should be tried when possible to
obtain a more palliative treatment.
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Correction
In the August issue. an error was made in the
article: Surawicz B: Prognosis of ventricular arrhyth-
mias in relation to sudden cardiac death: therapeutic
implications. J Am Coli Cardiol 1987:10:435-47. In
Table I. page 439. the third line under LVEF in
column I should read > 40% rather than < 40%.
